Introduction
Urban health is likely to be one of the momentous challenge of the 21 st century. The ever increasing number of people moving to urban environment; urbanization and its effects on health including mental health; the rural slant of health services, failure to adequately link urban planning to public health; barriers and accessibility to mental health services are some of the major reasons contributing to making this a different challenge. The recognition of this challenge has been rather inadequate, particularly for Urban Mental Health. The WHO-ICMR supported multi-site pilot project on Urban Mental Health Services initiated in 2001 is one systematic effort at addressing the subject, in the context of our country.
The clinical approach on the subject is likely to point to the possibility of studying the profile of clinical problems, their treatment response, course and outcome. The social science approach leads to studying the relevance and impact of the process of urbanization on mental health. The public health approach requires that epidemiological trends, the Health Services Research (HSR) components be examined for effective health planning. All these three approaches can play a meaningful and complementary role, although the appropriate application of research methods will need to be employed. The WHO-ICMR Pilot Project has opted for a public health approach, with the HSR perspective as a first step in understanding the issues of urban mental health problems and the services required. This paper highlights some of the important findings on urban mental health services from the multi-site pilot phase of the project over the first two years from 2001 to 2003.
Review of literature:

Urbanization & Health
Never before have the people of our planet moved to live in cities at the rate we are witnessing in the early years of the third millennium. Half the world's population is already urbanized and estimates are that at least 60% of the world population will live in large conurbation by 2030. More people are going to live in cities, even more will live in mega-cities. Taking the size of a mega-city to be at least 10 million population, nearly three hundred million people will be living in 20 such cities by the years 2015 (APEC, 2000) .
In Global trends, the average annual urban & rural growth in developing countries will be 20.3% & -0.4% respectively by years 2020-2025 (Tabibzadeh, 1989) . In India, the urban population in 1951 was 17.3%; 25.73% in 1991 & at present is estimated to be more than 30% & is expected to increase up to 56% by 2025. It is not only the proportion of change that is alarming but the rate at which it is occurring. The percentage growth of urban population in the decade from 1981 to 1991 was 36.19%. It is estimated that 80% of urban increase in the next 2 decades will occur in developing nations (Bhattacharya, 2002) .
There is increasing recognition of the complex effects of urbanization on health. The nature of modern urbanization may have deleterious consequences for mental health through the influence of increased stressors and adverse events such as over crowding, pollution, poverty, slums, dependence on cash economy, rising levels of violence, poor social support etc. The conventional public health projects for the prevention or treatment of disease did not adequately take account of health risk such as poverty, urban violence and terrorism. Special problems like increasing suicide rates, alcohol and drug abuse including tranquilizer misuse are challenges to mental health professionals in the urban area (Harpham et al., 1994 (Harpham et al., & 1995 . In this regard, WHO had launched the 'Healthy Cities' Programme in 1986, as a means of legitimizing, nurturing and supporting the process of community empowerment (WHO, 2000) . Using community participation as the method, 'Healthy Cities' seek to achieve the goal of health for all by reducing inequalities, strengthening health gains and reducing morbidity & mortality in cities around the world. In the late 1990`s, 'Healthy Cities' focused on advocating healthy public policies and strengthening city planning for health. Evaluation studies of healthy cities have concentrated more on process than outcome (Curtice et al, 2001 ). Advocates of 'Healthy Cities' believe that the model has proved to be a very effective & versatile vehicle for bringing health for all to the local level (Awofeso, 2003) .
Development of Mental Health Services in India
Before independence, the approach to Mental Health Care consisted largely of building lunatic asylums, which were custodial rather than therapeutic. They were designed to 'protect' the community from the mentally ill and were situated away from cities, and had high enclosures. Further development occurred during the 18 th century. Mental hospitals were built in Bombay in 1745, Calcutta in 1787 and Madras in 1794. The 1 st revolution in the care of the mentally ill came with the enactment of the Indian Lunacy Act (1912) . The environment of the Mental Hospitals improved considerably in the last century. In 1947, there were 17 Mental Hospitals with a patient load of 10,000.
Since independence, India has been progressively developing basic mental health services infrastructure. The growth has shifted from a vertical approach to a more integrated approach since the 1970's. A paradigm shift occurred with the setting up of General Hospital Psychiatry Units (GHPUs), which brought about a qualitative change in mental health services. The next breakthrough came about in the 80's, with the increasing involvement of NGOs and the private sector in providing mental health care to the community. The Indian Mental Health Act was enacted in 1987. The National Mental Health Programme (NMHP) was started in 1982 to provide the framework for mental health services in the country, with the stated objectives of:
◆ Ensuring availability and access of minimum mental health care to all, particularly the vulnerable and underprivileged segments.
◆ Encouraging application of mental health knowledge in general health care and in social development ◆ Promoting community participation in mental health services development and stimulating efforts towards self-help in the community
The NMHP facilitated decentralization, provision of services close to the population and service integration. Following the two pilot projects at NIMHANS, Bangalore and PGIMER, Chandigarh, the integration of mental health with Primary Health care has been implemented at the district level covering a population of two million between 1984 and 1990.
The current theme of mental health services is to "reach the unreached" through community outreach programmes. The major mental health services including mental hospitals, GHPUs, private sector and NGOs are city based. The 'Outreach' programmes of Government have their targets as rural population, people residing in remote areas and to some extent the urban poor and underprivileged population. There is this tacit assumption that the cities are self sufficient regarding the mental health services and hence do not become the focus of the policy makers.
The major limitations of the NMHP and the DMHP include a heavy rural slant, contributing to the lack of attention to the urban mental health service needs, the small town and urban slum dwellers remaining largely uncatered to, despite their being particularly needy. Their only recourse remaining, the Public Health Psychiatric Services, which is poorly organized and inadequately funded. It wouldn't be improper to say that the benefits of modern psychiatry are still not within the reach of our urban population (Desai, 2001) . The strong pro-rural bias could have been possibly due to the fact that larger proportion of Indian population was residing in rural set up at the time of formulation of the above services. Also the services in the rural areas were far and few. However, in spite of these obvious reasons, the services formulated have inadvertently led to the situation of the urban mental health services being overlooked in policy and programme formulation at national and state level. This is especially relevant in the view of the changing demographic profile globally and in India. This is not to deny the fact that emphasis on rural based services and programmes is essential. On the other hand, what is being highlighted is the scarcity of manpower to run even these services.
If we examine the global scenario, we find urban-rural differences in mental health services (Murthy, 2000; WHO, 2001) . In developing nations, there is a lack of adequate number of trained mental health professionals to provide specialized care as well as to support the primary health care programmes. WHO has enlisted 10 recommendations for action (WHO, 2001 ) and of these, three (to provide treatment in primary care, involvement of community/ families & consumers, to monitor community mental health) are largely based on manpower availability, which in Indian context showcases a grim picture in current times.
There is very little information on the mental health service needs, availability, and utilization in urban areas. Public health approach to mental health requires that these service needs be identified and strategies be developed for meeting these needs. This approach necessitates that the different sectors of health care service delivery, the government, private, non-governmental and the non-formal sectors be included in the assessment of the needs and the planning of the future services (Desai, 2002) .
Health Services Research (HSR)
There are many ways of studying Health Services Research indicators including utilization/accessibility, efficacy measures, impact & outcome measures. As a first step, one needs to make an assessment of availability of services in the community, the barriers/access to care, unmet needs and the utilization of service resources. Alongside, there is a need to evaluate the human resource deficit. Specifically, the ratio of manpower/human resource with regards to the availability of beds as well as to the population in a geographically defined area needs to be calculated. Mental health services are becoming decentralized in modern times and moving into the community and thus should be largely non-inpatient based. In this context, the ratio of human resources to bed strength (often quoted in the Western literature) does not seem applicable in Indian context.
As such, HSR studies have used different concepts and definitions in studying HSR indicators. Thus need arises for an operational definition of indicators which has its subsequent application uniformly. In India, there seems to be some research on HSR indicators in general health services; however, there is need to develop the same for the mental health services including urban mental health services.
In view of this scenario, it was considered appropriate and timely to initiate a twin arm project on Urban Mental Health. The WHO-ICMR collaborative project was launched in 2001 with IHBAS, Delhi as one of the research sites and the coordinating centre of the study. The current paper highlights only a part of the findings of the project.
Objectives of the Project:
General Objective
The general objective of the pilot project was to make an assessment of mental health services and needs in three cities viz. Chennai, Delhi and Lucknow, in order to gain an understanding of the various aspects of the mental health situation in these urban settings.
Specific Objectives
The Specific Objectives of the Pilot Project were:
1. To study the utilization pattern of existing mental health care facilities in geographically defined urban areas and assess their strengths and weaknesses.
2. To study the pattern of mental health problems through (a) Data available from mental health care facilities.
(b) Qualitative descriptive studies on mental health problems in the community.
3. To identify and develop strategies for early identification of mental health problems and to suggest necessary intervention, including appropriate services.
Objectives of this paper
The objectives addressed in this paper are:
1. To study the distribution and the availability of tertiary mental health services.
2. To study the availability of human resources (Manpower) in specialist mental health services.
3. To assess the average service load in different sectors of tertiary specialist mental health services and primary general health care settings.
4. To study the mental health service gap, if any.
5. To study the perceptions of the users and the service providers, regarding the barriers in accessibility of mental health services, unmet service needs and strategies for improvement.
Methods
In view of the lack of information on the subject, 
Current Situation Analysis (CSA) Arm
The first step of the situation analysis was the interaction at the four Regional Workshops on the subject, held at Mumbai (14-16 December, 2001 ), Chennai (6-8 February, 2002) , Lucknow (11-13 February, 2002) and Ranchi (15-17 February, 2002) , and the National Workshop at Delhi (5 -7 March, 2002), focusing on the three themes (1) Current and projected needs, (2) Availability and utilization of services, (3) Strategies for unmet needs.
The Regional Workshops, each with about 30 participants, were aimed at generating information on the existing mental health care services in urban settings in the country through small group interactions. The psychiatrists and the mental health professionals working in the different states in each region, shared their perspective and opinions, as well as published and unpublished information available on the above three themes, related to mental health service needs of the urban populations. Current situation report from each state was presented by two participants, one from government/academic sector and the other from private/ NGO sector, with the explicit purpose of obtaining multiple inputs from different sectors. This was followed by sessions to synthesize the information gained from different states on the three themes. The reports of the Regional Workshops formed one of the important inputs for the National Workshop held at IHBAS, Delhi from 5 th -7 th March 2002 with the objectives of (1) evolving a status document of the existing mental health care services, their utilization, profile of mental health problems seen at those services, identify unmet needs and the strategies for tackling the unmet needs, and (2) formulating recommendations for research activities and priorities for the HSR Arm in the project and the subject of Urban Mental Health in general (Desai et al,2003) .
Health Services Research (HSR) Arm
The HSR Arm operated through the three sites at Chennai, Delhi and Lucknow with the research activities being carried out at three levels for each city. The activities at each level have been complementary to each other and occurred simultaneously (Fig. 2) . The research activities at each level, while being directed towards specific objective, were planned so as to be supplemented by each other and the collated information providing a holistic view of the mental health scenario at the three urban settings. The research activities were carried out in the three cities in identical fashion, with uniform tools and methods. The field research staffs of all the three sites were trained in a three day workshop at IHBAS by the investigators of all the three centres and the field methods and tools were finalized. 
Mapping of Specialized Mental Health Services in the City
The first level of research activity involved comprehensive mapping of the specialized mental health services in the city in order to get a "panoramic view" (Macro level) of the existing scenario. In order to prepare a list of the existing specialized mental health services in the entire city, various agencies and individual professionals were contacted. A specifically designed semi-structured questionnaire was developed covering information on the range of services provided, and the average service load in these services, particularly the number of new patients registered per month. Detailed information on the different categories of mental health professionals viz. psychiatrists, clinical psychologists, psychiatric social workers and psychiatric nurses was also elicited and recorded. The questionnaire was discussed amongst the three research teams, as well as with some of the individuals and agencies identified and revised suitably. The questionnaire was mailed to the agencies, in all the sectors, with a request to provide the information. This was followed by telephone call and/or personal contact by the investigators/field staff and repeat mailing of the questionnaire as and where required. The agencies which failed to provide information after adequate efforts were visited by the research staff and information was obtained with the cooperation of the agencies. The information obtained was scrutinized and verified by the research staff and the investigators of each research site. The scrutinized information was placed on a Mapping Service Grid.
Level 2 Research Activities at Five Treatment Centres
This intermediate level was primarily targeted at understanding the pattern of utilization of services, especially the barriers. The method involved carrying out In-depth Interviews (IDIs) for 100 patients and their family members for understanding the utilization pattern and their perception about the unmet needs, as well as the strategies to meet these needs in 5 different types of mental health care settings (2 private settings, 2 government settings and 1 NGO). The chief clinician/ administrative head of each of these treatment centres was requested to join as a collaborator. Delhi and Lucknow included the outreach service of the District Mental Health Programme, as one of the treatment centres. The IDI Questionnaire was designed to elicit the above information. Three service providers from each of the five treatment centres were also requested for In-depth Interviews (IDIs) on similar lines. The diagnostic profile of the cases reaching these treatment centers was compiled. This information has been collected to obtain the distribution of Severe Mental Disorders (SMDs), Common Mental Disorders (CMDs), and others. The information on the diagnostic profile and its distribution was collected from the available records and scrutinized at each of the treatment centers, by the field staff. As such, the information was available from different treatment centers for different time frames viz. six months, one year or two years for logistic reasons like availability and adequacy of records. This information was uniformized for all the centres by calculating the average monthly service load.
Level 3 Research Activity in Two Community Field Areas
One of the activities in the community field areas included complete mapping of all the general health services (formal and non-informal) at the primary care level, with the average mental health service load, in terms of the estimated proportion of cases with psychiatric disorders, from amongst the newly registered cases. This provided the average mental health service load in the primary care level general health services for the two field areas of approximately 20,000 population. This could be extrapolated, with some limitations, to the city's population.
In addition, the research activities in the Community Field Areas also included assessment of the community perception of the availability and utilization of the mental health services in the city. This was carried out using Qualitative Research Methods (QRM), (Bellack, 1998 and Coriel, 1997) which are described below.
Field Methods and Tools
Focus Group Discussions (FGDs) -FGDs were aimed at generating insights into target population's beliefs on key mental health issues through discussion between 8-12 people guided by a trained moderator. The FGD, ideally ranging between 45 min -75 min were audio recorded (wherever possible) and transcribed for analysis purposes.
FGDs were conducted with general practitioners, school teachers, local influencers and house wives. FGD mainly focused on to assess: (a) the community's understanding and concepts of mental health problems; (b) the existing mental health services provided and their pattern of utilization to be addressed in terms of 3A's namely accessibility, availability, affordability; (c) the community's views regarding the existing services, the level of satisfaction, the barriers in availing mental health services; (d) predominant unmet need pertaining to the mental health issues (as perceived by the community); (e) strategies for meeting the same/suggestions for improvement.
In Depth Interviews (IDIs) -The semi-structured In Depth Interviews (IDIs) comprising of a series of appropriately worded and sequenced questions with certain precoded responses (to facilitate evaluation of data) was directed at eliciting subjective information on key issues in mental health in both the treatment centres and the field areas across the three centres. The IDI questionnaire has 2 versions: A (Patient) and B (Informant) depending on the status of the respondent. Similar IDI questionnaire was also developed for the service providers at the treatment centres.
Key Informant Interview (KII) -KII was directed at eliciting descriptive and analytical information from individuals holding prominent position in the community and having good communication skills. This method was primarily planned to generate general as well as specific information pertaining to mental health problems in urban areas, the felt needs, the caregivers, existing mental health services and their utilization. KII was conducted with local influencers, local GP's, resident welfare association office bearers and municipal councillors. The themes for KII were (a) The community understanding about mental health problems, (b) The existing mental health services provided and their pattern of utilization, (c) The community's views regarding the existing services, the level of satisfaction, the barriers in availing services etc., (d) The prevalent help seeking patterns and pathways of reaching service providers, (e) Felt needs pertaining to the mental health issues, (f) Strategies for meeting the same/suggestions for improvement.
Free Listing (FL) -This qualitative tool was used for eliciting free responses of a specific mental health issue in the form of structured statement. Free listing responses were elicited by respondents in the field areas on the two major domains of mental health issues -'unmet needs' and 'barriers in service utilization'.
The stimulus for the same was given by the following structured questions:What in your opinion are the significant/ important 'mental health problem' specific to urban settings?
Estimation of the Health Service Utilization Indicators
Human resource deficit was estimated by calculating the total number of mental health professionals in all the sectors in the city and the required number of professionals as per the recommendation of the National Workshop on Urban Mental Health Services.
The average monthly service Load in the tertiary specialist mental health services was calculated for the three sectors viz. Government, Private and NGO sectors by the total number of new cases registered, as noted from the mapping exercise of these services for the entire city.
The average monthly mental health service Load in the primary care general health services was calculated based on the estimate of new cases of mental health problems seen in these services in the two community field Areas of approximately 20,000 population. This was extrapolated to the population for the entire city, with the obvious limitation of generalizability of the finding from the two field areas.
The calculation of the Relative Mental Health Service Gap was based on the above estimates of monthly service load in all the tertiary mental health services, multiplied by twelve against the expected proportion of the population who can be presumed to be in need of mental health services. This was done with the expected prevalence of 10% for all mental health problems, based on the meta analysis of the Indian epidemiological studies by Reddy & Chandrashekhar (1998) . As such, "a" = Total Average Monthly Service Load in the Tertiary Specialist Mental Health Services "X" = Total Number of Persons Expected to be in need of Mental Health Services "Relative Mental Health Service Gap" is the deficit of people who can be expected to need services but are not reaching specialist mental health services, expressed in percent.
Relative Mental Health Service Gap = X -(a x 12) x 100 X
Results
The HSR Arm of the Project was carried out at 3 research sites i.e. Chennai, Delhi and Lucknow, with the coordinating centre at Delhi. The information and data collected from three research sites are presented alongside each other for easy comparison.
Distribution and Availability of Specialist Mental Health Services
The mapping exercise for this purpose was carried out at all the three research sites with a success rate of more than 95%. The distribution and availability of services is not uniform or evenly distributed in Chennai and Delhi, but seem more so in Lucknow. In Chennai and Delhi, the economically and developmentally better planned zones seem to have larger number of services available (Table 1, 2 & 3) .
The availability of beds is higher in Chennai and Lucknow (2.5 for 10,000 population and 2 for 10,000 population) as compared to Delhi (0.5 for 10,000 population) (Table 4a ). This can be compared to the information available for different WHO regions of the world, which ranges from 0.33 in the South East Asia Region (SEARO) to 8.7 in the European Region (WHO, 2001a) (Table 4b) . 
Human Resource Deficit
As described earlier, the available human resource in terms of the professionals in mental health has been calculated.
The Human Resource Deficit has been calculated in accordance with the recommendations of National Workshop 2002. As evident in Table 5a , there is alarming deficit of clinical psychologists and psychiatric social workers. This is in spite of the flexibility adopted in the definition by also including the partly qualified professionals working in mental health settings. The deficit in available nurses is also remarkable. The noteworthy aspect is of variable, but sizable deficit even for psychiatrists in the three cities viz. 60% in Chennai, 36% in Delhi and 22% in Lucknow.
Average Monthly Service Load in Specialist Mental Health Services across Sectors
As described earlier, this is derived from the mapping of specialized mental health services. 
Average Monthly Mental Health Service Load in Primary Care General Health Services across Sectors
Mental Health Service Gap
The Relative Mental Health Service Gap is large in each of the three cities: 96% in Chennai, 92% in Delhi and 82% in Lucknow (Table 8) . 
Diagnostic Profile:
The information available reliably from Delhi and Lucknow indicates that one third to one half of the patients reaching the treatment centres do so for Common Mental Disorders (CMD) ( Table 9 ). 
Barriers to Accessing Mental Health Services:
This information regarding the barriers in availing mental health service has been accounted as reported by patients and informants from the In-Depth Interviews (IDIs) administered to them at treatment centres.
As Table 10 and 11 indicate the major barriers to access are, financial and transport related problems in all the three cities, as elicited from those reaching the treatment centres as well as those in the community. On the other hand, the service providers perceive that the important barriers, besides the financial problems, are stigma and lack of awareness.
Unmet Service Needs
The Service Providers at the treatment centres, as well as the general community in the field areas agree about the overall lack of mental health services, but the service providers also seem to highlight the lack of sub-specialty services like rehabilitation services, child mental health services and substance use services. The service providers in most agencies perceive lack of professionals or human resource deficit as an important issue (Table 12 , 13). 
Strategies for Improvement
Here again, a large part of the perception is on similar lines across service providers and general community. Some of the commonly suggested strategies are awareness campaigns and increasing the number of services (Table  14, 15) .
Discussion
As highlighted in the review of literature, there is lack of information on the subject of urban mental health, especially in the developing countries like India. The development of mental health services in different sectors has been, like in the general health sector, predominantly rural based. Indeed, the public policy and public health concerns have been usually for the rural areas, and understandably so. As such, the community outreach services and the national health programmes have tended to have a rural slant in the conceptualization and operation. The increasing movement towards the urban areas and the changing demography requires that the urban health services and the urban mental health services be also paid attention to. The tacit assumption of the health service needs being adequate, if not complete, in the urban areas is worth scrutinizing (Desai, 2001 and Desai & Shah, 2002) . As a first step, with the public health approach, the attempt made and reported here, has been of studying the Health Service Utilization indicators, specifically Mental Health Service Gap, if any, and Human Resource Deficit. There have been no studies of this nature in large parts of the world, so the techniques and the methods used in this study have been innovative. It is appropriate to discuss some aspects of the method before discussing the results and their implications.
Discussion of the Methods
CSA Arm:
The complementary nature of assessment of information from the Current Situation Analysis (CSA) Arm and the Health Services Research (HSR) Arm is noteworthy in view of the fact that there is near total lack of systematic information on the subject. The broad range of participation from all parts of the city, at the Workshops carried out as part of the CSA Arm, with the objectives and the purpose being similar to the objectives of the HSR Arm has lent a useful supporting base for the information obtained during the research activities of the HSR Arm, which could be carried out only at a limited number of sites.
Research Sites:
The three research sites were identified, with the purpose of obtaining information from cities of different profiles. The geographical consideration has also been coupled with the size of the city, so as to be able to gain as broad a base for the information as possible.
Research Activities:
The three levels of research activities carried out have ensured that the information is comprehensive and exhaustive. The mapping exercises, both at the first level for the city and at level three for the community field areas, have been meticulous and with a success rate of more than 98%. This has helped in obtaining reliable information required for the calculation of the service load as well as the service gap.
The choice of the five treatment centres for the activities at level two, was also done with the different sectors and the socio economic strata in mind, so as to be able to obtain broad based information. The elicitation of information from the users as well as the service providers about the perception of the mental health services provides a more holistic view, and allows for understanding differences in perception, if any.
Field Methods and Tools:
The Qualitative Research Methods employed require that the rigorousness in use of these methods and the tools employed is high. The principal author has been formally trained in the use of QRM and the field research staff of all the three research sites were trained in the use of the field methods, as well as the use of the instruments at a training workshop. The correct application of the field methods was also further ensured by review meetings held with the field staff and the investigators of all the three research sites, as well as visits to the research sites by the principal author.
Estimation of the Health Service Utilization Indicators:
The estimation of the Average Service Load and the Human Resource Deficit has been meticulous and as comprehensive as possible. The mathematical formula for the estimation of the Relative Mental Health Service Gap has been sound.. In the absence of a technique for estimation of the service gap, the formula evolved and utilized here has been Table14. innovative, although incomplete.
COMMUNITY PERCEPTION ABOUT STRATEGIES FOR IMPROVEMENT OF MENTAL HEALTH SERVICES FROM OTHER SOURCES
"Absolute Mental Health Service Gap" is the deficit of people who can be expected to need services, but are not reaching any health services, expressed in percent. This could not be done, since not all the required information was available in the Pilot Phase.
Absolute Mental Health Service Gap -The calculation of the absolute mental health service gap will require information on "b" (Total average Monthly Mental Health Service Load in the Primary Care General Health Services) and the proportion of patients in need of mental health services who reach the secondary or tertiary care level/ non-mental health medical specialists, designated as 'c'. An accurate calculation of the Absolute Mental Health Service Gap will be, as noted below:
X -(a x 12) + (b x 12) + (c x 12) _________________________________________ x 100 X Thus, the methods employed in this study have been adequate and reliable lending credence to the findings of the study and setting out robust baseline information. As such, the conclusions drawn in this paper, from public health approach are highly relevant and useful for policy planning.
Discussion of the Results:
The distribution and availability of specialist mental health services, in the three cities, has been found to be uneven. The distribution and availability has been found to be more uniform in Lucknow, than in Chennai & Delhi. The relatively uniform distribution of the services in Lucknow can be understood in terms of the size of the city, as well as the gradient of development of different parts of the city being less steep. On the other hand, in large megalopolises of Chennai & Delhi, the distribution is found to be similar to the pattern generally seen in all health services. The more affluent and well developed sections of the city get a larger share of the services with larger availability, and the economically poorer sections and the less developed sections get less of the services in their areas. The findings about the uneven distribution and availability of the services in different parts of the city assume significance in view of the finding of the current study that the major barriers to seeking care were identified to be economic problems, and transport related problems. The availability of beds, it can be argued, is not a particularly relevant indicator for mental health services since a large part of it is carried out without hospitalization. Nonetheless, it remains to be one of the important health service indicators. The availability of beds in the three cities being higher than the mean for the South East Asian Region can be considered satisfactory, although the low figure for Delhi is a cause of concern. This finding of the study, coincides with the assessment of the Regional Workshop and National Workshops, that the medically based mental health services for acute treatment are not inadequate in Indian cities. It is the other wide range of services, it was concluded, which are inadequate and need to be focused on the development.
The findings on the human resource situation are alarming, although not surprising. It needs to be noted that since there are no official guidelines for the human resource with respect to the population, the recommendations of the National Workshop on the subject of Urban Mental Health Services have been used as the reference for calculating the deficit. These recommendations have been made with the ground level reality in India in focus and so are pegged at the lower end of the range, as compared to the international guidelines. The human resource deficit across the board, especially for the clinical psychologists and psychiatric social workers is worthy of concern. This is all the more so, considering the mental health service needs of the urban populations to be linked with the higher prevalence of Common Mental Disorders (CMDs) in epidemiological studies (Reddy & Chandrashekhar, 1998) as well as the profile of disorders reaching the treatment centres, as evidenced in this study and the need for psychosocial methods of treatment for these disorders. The deficit in the number of psychiatrists required is also striking, especially for a city like Delhi. The deficit of 60% in Chennai, 36% in Delhi and 22 % in Lucknow is an indication of how subjective impressions can be erroneous about the "adequacy" of trained manpower in the cities. The ramifications of the out migration by professionals, and specially psychiatrists as part of the recruitment drive by the National Health Trusts of UK also raise alarming concerns in view of the already existing deficits evidenced here. The lack of any clear policy directive or initiative for addressing the issues of human resources in the health sector in general, and mental health in particular, is not likely to be of any help in correcting the deficit in the near future.
The relatively small proportion of the Average Mental Health Service Load in Specialist Mental Health Services in the NGO Sector is in line with the still emerging nature of this sector. It is noteworthy that in Lucknow, the service load is almost equally shared by the Government sector and the private sector, whereas in Chennai and Delhi, two third of the service load is carried by the government sector. The fact remains that one third to half of the service load in the specialist mental health services is carried by the private sector. This finding is in line with the assertion of the role of private sector in India (Kala, 2000) . This needs to be recognized, duly supported and further encouraged. At the same time, in view of the service load carried by the government sector, the need to continue to support and strengthen this sector is also emphasized. There has been no information available on this issue till date, and so these findings have important implications for policy planning.
The relatively low proportion of the mental health service load in the government sector of the primary level general health services raises serious doubts about the usefulness of the strategy of training the medical officers and other health professionals in the government sector primary care agencies, as part of the DMHP activities .It needs to be recognized that the strategy, may have limitations in far away districts in the rural parts, but certainly has serious limitations while employing the DMHP Model in Urban areas. It also needs to be noted that the application of the DMHP Model has remained largely restricted to rural parts, and has been tried in urban areas at not more than two or three places. The need to sensitize and train the general practitioners and family physicians in the private sector primary care services in the city has been recognized variably from time to time, but requires to be more consistently accepted and acted upon. The role of the nonformal sector providers also need to be recognized and paid attention to.
The Relative Mental Health Service Gap (proportion of persons who can be expected to be in need of services, but do not reach any specialist mental health services), being in the range of 82% to 96% is another cause for concern. The calculation of the Absolute Mental Health Service Gap is certainly desirable, and can provide a more accurate estimate, but the finding of a large service gap is inescapable. This needs to be seen in the light of the findings about barriers to accessing services. The major barriers, besides economic problems and transport related problems, are lack of awareness about the services. The need to discriminate information about the types of services available is clear. The findings reported in this paper have raised important issues about the unmet needs, mainly in terms of lack of range of mental services and toward manpower, as well as strategies to improve the utilization in terms of awareness campaigns and making them more accessible. Many of these and other above reported findings match well with the conclusions and the recommendations of the National Workshop, as part of the Current Situation Analysis.
The synchrony of the conclusions of the situation analysis and the findings of the Health Services Research Arm, lead further credibility to the results and their implications.
Limitations of the study
The limitations can be considered to be that the Health Services Research Area was carried out in only three cities, and the research activities at level 2 and 3 was only in small part of the total picture. Some assumptions and extrapolations have had to be made, particularly in the calculation of the Mental Health Service Gap.
Conclusions
The following conclusions are drawn about the Urban Mental Health Services in India, with the limitation in focus and the constraints of generalization:
(1) The number of psychiatry beds seems adequate but is variable (2) There are inequities in distribution and availability of Mental Health Services in different parts of the Urban Areas.
(3) There is a notable Human Resource Deficit, especially for non-medical mental health professionals.
(4) In the Specialist Mental Health Services, the Govt. Sector carries between half to two thirds of the service load, and the private sector carries one third to half of the service load. The NGO sector carries between 2 to 3 percent of the service load.
In the primary care general health services, the private sector carries a large proportion (40 -60%) of the service load, and the Govt. Sector carries a smaller proportion. The non-formal sector providers possibly carry one third of the service load (5) There is a huge Mental Health Service Gap (82 -96%) as far as Specialist Mental Health Services are concerned.
In summary, Urban Mental Health Services in India are far from being complete, and require to be attended to for gaps to be fulfilled.
Implications
The findings reported in this paper have important and far reaching implications in terms of the need for:
(1) Assistance and facilitation of the development of mental health services in different sectors in the Urban areas.
(2) Reorientation of the National Mental Health Programme, and the DMHP Model for the needs of the urban areas.
(3) Active policy planning and implementation for building human resource for specialist mental health services, mainly non-medical mental health professionals.
(4) Involvement of the private and the non-formal sector of the primary care general health services for mental health service delivery.
(5) Recognition that there is a huge mental health service gap even in the urban areas.
(6) Working towards strategies at various levels for improving access to services, especially at the community level.
(7) Maintaining a different focus for the research and service planning of Urban Mental Health Services, to be different in the developing countries in comparison to the developed countries.
(8) Carrying out more Health Services Research (HSR) and public health oriented research.
(9) Encouraging specific clinical and social service research exercises targeted at specific objectives.
(10) Avoiding the assumption that Urban Mental Health Services are complete.
